The axillary, musculocutaneous, and suprascapular nerves have been stimulated proximally at Erb's point or at the axilla, and the latencies recorded have involved travel of the electrical impulse across parts of the brachial plexus. Indeed, at least one study has referred to them as "brachial plexus latencies".5
In the past 20 years, latencies of muscle responses from excitation of nerves to muscles of the shoulder girdle have been studied repeatedly.`4
The axillary, musculocutaneous, and suprascapular nerves have been stimulated proximally at Erb's point or at the axilla, and the latencies recorded have involved travel of the electrical impulse across parts of the brachial plexus. Indeed, at least one study has referred to them as "brachial plexus latencies".5
A long thoracic nerve latency would represent a less complicated example of proximal nerve conduction. However, none of the above studies have determined latencies from long thoracic nerve stimulation. Recently, four athletes presented with unilateral, isolated long thoracic nerve palsies and, therefore, presented a need for the electrodiagnostic study of this nerve.
The long thoracic nerve is formed directly from the fifth, sixth, and seventh cervical spinal nerve roots.6 As a result, it is not a part of the brachial plexus but passes posterior to it and upon the anterior surface of the scalenus medius (fig 1) . The The range of distance for both groups from the point of stimulation to the point of recording was 170-230 mm. The mean latency in the control goup was 3-9 + 0Y6 ms. That of the uninvolved extremity of the neuropathy group was 3-8 ± 0 5 ms. The latency for the involved extremity of the neuropathy group was 6-3+013 ms* (figs 2,3).
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All the athletes showed fibrillations and sharp waves in the involved serratus anterior. On attempted voluntary contraction, a decreased number of motor unit action potentials were recruited. The motor unit potentials that were recruited fired at a more rapid rate than expected for the strength of the contraction. In all the athletes, the deltoid, biceps, triceps, infraspinatus, latissimus dorsi, abductor pollicis brevis, and erector spinae muscles were normal. All four athletes recovered from their injuries within a year of examination. The mean response latency of the neuropathy group after recovery was 4-0 + 05 ms.
Discussion
It has been shown that either surface or deeply placed concentric recording electrodes are probably preferable to monopolar recording electrodes. This situation is especially true with regard to the amplitude of the evoked potential and to the sharpness of the deviation from the isoelectric baseline.8 However, the stimulation of the long thoracic nerve at Erb's point was not limited to that nerve. Therefore, a major disadvantage of stimulation at Erb's point lies in the inadvertent recording of a volume conducted potential from the latissimus dorsi. This situation is particularly true for patients with long thoracic nerve palsy. Recording percutaneously from the serratus anterior is a way of meeting that objection. On the other hand, the comfort, safety, and convenience of monopolar electrodes were important advantages when compared to the use of concentric electrodes. Use of a hollow electrode might result in production of tension pneumothorax.
Long thoracic nerve palsy has been produced by downward strains on the shoulders caused by well-loaded kna,psacks.9 It has also been noted after strenuous exertion"0 and in patients with brachial plexus neuritis. ' 
